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were performed to comparison of DAS based on sex, job, marital status
and other demographic data. The level of significance was set at <0.05.

The mean and standard deviation age of 128 patients included in
this preliminary study was 53.23 (SD=9.51). In the assessment of psy-
chological variables, the results of this preliminary study showed that
the abnormal levels of stress, anxiety and depression in patients await-
ing CA were 97.6% (40.6% moderate, 57.0% severe), 66.4% anxiety
(55.5% moderate, 10.9% severe) and 20.3%, respectively.

The differences between the levels of anxiety and stress in male
and female was statistically significant (p=.000) and stress (p=.04). Also,
a statistically significant was seen between marital status and anxiety
level (p=.000).

The findings of this preliminary study showed that the patients
awaiting elective CA experienced higher levels of psychological prob-
lems. In other studies results showed that the anxiety and stress of
patients before CA was high (3, 5). Harkness et al. (6) concluded that
waiting for cardiac catheterization can cause anxiety of patients. In a
qualitative study by Beckerman et al. (7), anxiety of patients before
cardiac catheterization was related to physical discomfort and fear.
Anxiety of patients waiting for CA may be related to lack of knowledge
and uncertainty (8). In this study, we assessed the levels of psychologi-
cal variables at the admission time to the wards and most of the
patients were not informed about the procedure of CA.

It is necessary to inform patients waiting for CA about procedure
and psychological support for decrease in the levels of anxiety, stress
and depression of these patients. The nursing cares before CA should
focus on informing and support of patients.
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Double outlet right ventricle: Fallot
type or non-Fallot type

Cift gikiml sag ventrikiil: Fallot tip veya non-Fallot tip
Dear Editor,

Double outlet right ventricle (DORV) is a ventriculoarterial connec-
tion with both great vessels arising, entirely or mainly, from the right
ventricle (1). DORV morphology should be characterized by an exact
description of the ventricular septal defect (VSD) in relationship to the
semilunar valves, of the great arteries to each other, the presence of
pulmonary outflow tract obstruction or aortic outflow tract obstruction,
the tricuspid-pulmonary annular distance, finally the presence of other,
associated cardiac pathology (2). Treatment approach and clinical fol-
low-up depend on accurate anatomical description complete identifica-
tion of associated anomalies. Various criteria have been used in the
definition and classification of DORV. The relationship of VSD to the
great arteries is the basis for the classification proposed by Lev et al. (3),
one of the most widely used clinical classification schemes to date for
DORV. The Association for European Pediatric Cardiology (AEPC) con-
siders DORV in four different types: VSD-type, Fallot-type, transposition
of great arteries (TGA)-type and non-committed (remote) VSD type (4).
The protocol followed in our clinic considers DORV as either Fallot-type
or "others’, and applies a 50% rule. There are, however, some difficulties
in applying this rule in transthoracic echocardiography (TTE) interpreta-
tion, especially for borderline cases. Considering the subjective charac-
ter of such a rule in cases when there is no subaortic conus or TGA, the
absence of mitral-aortic fibrous continuity is used as a second criterion.
With TGA, absence of mitral-pulmonary continuity is required. Previous
studies showed that establishing a mitral-aortic continuity for DORV
diagnosis is uncertain; other criteria such as the relation between the
posterior walls of the aorta and pulmonary artery were suggested for
use in differential diagnosis against the tetralogy of Fallot (5). Although
ascent from the right ventricle of more than 50% of aorta may be accept-
ed as a sufficient condition for DORV, demonstration of a total defect is
liable to modify pre-operative preparation. The diagnosis of DORV
implies not only anatomical heterogeneity and difficulties with clinical
classification, but also problems concerning surgical timing and the
choice of appropriate technique. The characterization of malformations
for a correct choice of diagnosis and treatment should include the posi-
tion of VSD, the relations between the great arteries, and the presence
or absence of pulmonary artery outlet obstruction, pulmonary hyperten-
sion and associated cardiac lesions. According to our observations, part
of the patients incurs the risk of pulmonary hypertension as a conse-
quence of pulmonary hyperperfusion, predominantly in non-Fallot type
DORV. A correct characterization of these risks affects treatment and
follow-up. While definition and classification of DORV currently remain
controversial, a correct identification of the defects with TTE and the
characterization of associated anomalies can help reduce morbidity and
mortality by indicating the correct treatment methods.

Ayhan Cevik
Department of Pediatric Cardiology, Faculty of Medicine, Gazi
University, Ankara- Turkey
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Mitral kapa8i izerindeki miksomanin
minimal invaziv total endoskopik
cerrahi tedavisinin video sunumu A

Video of minimally invasive totally endoscopic
surgical treatment of a myxoma on the mitral valve

Minimal invaziv kalp cerrahisi yillar iginde hizla gelismektedir.
Giinlimiizde galisan kalpte, kardiyopulmoner baypas (KPB) kullanilmak-
sizin koroner baypas, minimal invaziv direkt koroner arter baypass
(MIDCAB) (1), periferik kaniilasyon, endovaskiiler kardiyopumoner
baypas ve kalbi durdurarak, minitorakotomi ile koroner baypas (Port-
akses koroner baypas), minimal invaziv 8-10 cm’lik insizyonlardan
ministernotomi veya sag anteriyor minitorakotomi ile ya da video-yar-
dimh yaklagik 4 cm’lik kiigiik insizyonlardan minitorakotomi ile kapak
cerrahisi (2), konjenital kalp hastaliklar (atriyal ve ventrikiiler septal
defektleri, patent duktus arteriyozus) ve kardiyak kitle (trombiis/tiimor)
cerrahisi (port-akses kalp cerrahisi) (3) basari ile yapilabilmektedir.

Minimal invaziv stratejisi iin esas hedef daha az doku travmasi, eksiz-
yonu ve kanamadir. Beklenen daha fazla hasta konforu ve daha iyi kozme-
tik sonuglardir. Port-akses kalp cerrahisi ile de sternotomi ve komplikas-
yonlarindan sakinilabilir. Bunlar daha hizli iyilesme, daha az agri, daha az
hastanede kalis, daha iyi kozmetik gériiniim, daha az morbidite (enfeksi-
yon ve inme riski) demektir. Ancak periferik kaniilasyona bagl retrograd
aort disseksiyonu ve tromboemboli gibi vaskiiler komplikasyonlar olabilir.
Ayrica kross klemp ve kardiyopulmoner baypass siireleri daha uzundur.

Port-akses kalp cerrahisi Heartport Port-Access sisteminin
(Cardiovations, Division of Ethicon, Johnson&Johnson Company,
Somerville, NJ, A.B.D.) gelistiriimesiyle Nisan 1995 ‘de ilk defa uygulan-
mis ve hizla yayginlagmistir. Biz de TOBB-ETU Hastanesi Kalp-Damar
Cerrahisi kliniginde sol atriyal miksomasi olan bir hastay standart
endoskopik aletleri kullanarak total endoskopik yontemle ameliyat ettik.

Yirmi sekiz yagindaki erkek hasta transbzefageal ekokardiyografisinde
(TEE) mitral kapagin anteriyor yaprakgiginin ventrikiiler tarafinda bulunan
1.2 cm’lik hareketli bir kitle nedeniyle operasyona alindi. Operasyon sola
30 derecelik bir pozisyonda yapildi. Cift Iimenli endotrakeal tiip kullanila-
rak sag akcigeri sondiiriildii. Endoaortik klemp dislokasyonlarini tespit
etmek icin ¢ift radiyal arter monitorizasyonu yapildi. ki boyutlu kamera
trokar (Storz, Tuttlingen, Germany) 4. interkostal aralik-midaksiller hat
kesim noktasindan, diger iki trokar anteriyor aksiller hat ii¢lincii ve begin-
ci interkostal aralik kesim noktasindan yerlestirildi. KPB igin sag femoral
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arter (20F Heartport Port-Access sistemi) ve sag femoral ven (25F) kaniile
edildi. Asandan aorta, TEE yardimi ile femoral arterden yerlestirilen perfiiz-
yon kaniiliiniin {izerindeki intraaortik balon klempi (Cardiovations) ile
klemplendi. Antegrad kardiyopleji (Buckberg soliisyonu) de ayni kaniil
tizerinden aort kdkiine verildi. Kardiyoplejik arrest saglandi. Sol atriyum
interatriyal oluktan agildi. Sol atriyotomi iist kismi iki siitiir yardimiyla ekar-
te edilip mitral kapak rahatga goriilebilecek hale getirildi. 1.2x1.0 cm’lik
kitle rezeke edildi (Video). Makroskopik gériiniim miksomayla uyumlu idi.
KPB siiresi 121 dakika, X klemp siiresi 57 dakika idi. Postoperatif herhangi
bir komplikasyon olmadi ve iigiincii giiniinde taburcu edildi. Ug ay sonraki
kontrolde yapilan transtorasik ekokardiyografide herhangi bir rezidiiel kitle
ve mitral kapakta anormallik tespit edilmedi.

Miksomalar primer kardiyak tiimdrlerin en yaygin goriilen tipidir.
Kardiyak tlimdrler embolizasyon, obstriiksiyon ve aritmilere sebep ola-
bileceginden tani konulduktan sonra hemen rezeke edilmelidir. Minimal
invaziv video yardimli atrial miksoma rezeksiyonu bildirilmistir (3). Cin'de
ise 12 hastada total torakoskopik kardiyak miksoma rezeksiyonu yapil-
mistir (4). Biz de klinigimizde ve Tiirkiye'de ilk defa yapilan total endos-
kopik sol ventrikiiler miksoma rezeksiyonu kismen ve tiimiiyle videosuz
rapor ettik (5). Ulkemizde (i¢ olguda robot yardimi ile tam endoskopik
koroner baypass cerrahisi basari ile yapiimistir (6). Fakat robot kullan-
madan laparoskopik enstriimanlarla total endoskopik miksoma rezeksi-
yonunu bir ilktir. Bunun gibi uygun vakalar, iyi egitimli ve tecriibeli kalp
cerrahlari tarafindan basariyla yapilabilir.

Bu vaka sunumu kismen ve videosuz Ann Thorac Surgery 2011,91:1988-
90 dergisinde yayinlanmigtir (Gerekli izinler Annals of Thoracic Surgery
editdrlerinden alinmigtir)

This case report was published in part without video images in the
Annals of Thoracic Surgery 2011; 91:1988-90 (required permissions are

obtained from the editor of the Annals of Thoracic Surgery)

Pinar Kéksal Coskun, Giil Baytan Sezer*, Alper Tosya, Tayfun Aybek
TOBB-ETU Hastanesi Kalp Damar Cerrahisi ve *Anestezi Klinikleri,
Ankara-Tiirkiye

Video 1. Sol atriyal miksomanin total endoskopik yéntemle ¢ikariimasi
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